Southall and others have used covert video surveillance to detect mothers suffocating their children (p 1637). The mothers had presented their children to the doctors as suffering from recurrent apnoeic episodes. In recent years the extraordinary range of actions that mothers take to simulate illness in their children has become apparent, and the resultant suffering for the children from needless investigations, operations, hospital admissions, and treatments is now well known.' Most child specialists are aware of this type of child abuse, but awareness alone does not make detection easy; and for the doctor who may suspect a mother of being the cause of her child's illness the absence of proof can prevent him stopping that abuse and helping the family.2 Filmed evidence of abuse is a marvellous piece of diagnostic evidence for the doctor.
It does not matter that the recording may be unacceptable as legal evidence for the doctor's main need is to know what is happening. Video recording has been used in Europe and America to detect mothers suffocating their babies, injecting them with drugs, and inserting nasogastric tubes into their stomachs to aspirate the contents and so stop them thriving. The advent of small and inexpensive video cameras that can work in poor light with reusable tapes makes such surveillance more feasible. Last year when the British press heard of this covert video surveillance there was criticism that a mother should be filmed without her permission: some professional organisations proclaimed that patients always should be informed if they were to be filmed. Those critics were forgetting the identity of the patient. The patient was the child (who had presented with recurrent apnoeic spells). If that 2 year old, who had had periods when his air supply was cut offand he had had to struggle to get air, had been asked if he wanted to be filmed so that the cause of those episodes could be found he would have answered "yes."
Some will believe that the mothers should have been confronted with the allegation before being filmed, and mothers who have been filmed harming their children sometimes complain that they were not thus confronted. One mother complained at length to me that neither doctors, nurses, nor social workers had mentioned to her their suspicions that she was suffocating her child until they had filmed evidence of her doing so. I do believe in prior confrontation because sometimes the mother will stop her actions and accept help, but accusing a mother of bizarre and dangerous actions is difficult when you are uncertain of her guilt. Moreover, some mothers whom you confront deny their actions and continue them whether they are putting a hand over their baby's nose and mouth, making their toddler sick and adding blood to the vomit, or injecting contaminated solutions into their child's intravenous infusions. An additional advantage of recorded evidence is that it can be shown to the mother, who then admits to the abuse in detail. Full admission rarely follows other forms of confrontation even when that confrontation is supported by strong forensic evidence.
Another way that video recording is important in managing child abuse is to use it to record the interviews of abused children with paediatricians, psychiatrists, psychologists, social workers, or police officers. At present such recordings are not admissible as evidence in most court proceedings. The case for allowing video recordings as evidence has been well set out by Professor Glanville Williams and John Spencer,34 and their case will have the wholehearted support of doctors who are concerned with children and families, particularly those who have experience of child abuse.
All too often a child is forced to relate repeatedly the details of the abuse, which is sometimes sexual, to various different people. He or she may then be summoned to testify in court many months later against a parent or close relative before being cross questioned by a defence lawyer whose job it is to discredit the child. For some children the initial abuse is minor compared with the abuse by the courts. British legal arrangements bend too far to preserving the rights of parents or -the accused; if proof of guilt can be achieved only by prolonged and damaging abuse ofa young child by the courts then the system needs to be changed. Video recording can mitigate some of the abuse of children by the courts.
Last summer the distrust of a judge of the family division (where video recordings may be used in child care proceedings) for evidence on video tape gained considerable publicity. The judge, however, was criticising the quality of that video taped interview not the concept of evidence being presented on video tape. In his opinion the interview had not been conducted in a fair manner. Video evidence can be conducted in a fair manner by experienced people, and if the evidence is collected as soon as possible after the child has been abused the facts are more likely to be accurate than those that emerge months later in court. That is particularly so for young children, and much sexual abuse is of very young children. Such recordings could prevent the child having to testify in detail in court in the presence of the abuser. There are many ways that the right of the defendant and the rights of the cross questioner can be preserved.
If the government cares about child abuse then it should introduce speedily measures that respect the value ofa child's testimony and the vulnerability of children in court. The age at which verbal evidence from a young child can be relied on is uncertain, but at least one 3 year old has provided on video tape a clear report ofher abduction and sexual assault.5 Some objectors to video taped evidence have likened the recording to "hearsay" evidence, which is not acceptable in criminal proceedings. Others allege that the absence of the child from court does not accord with the standard adversarial system of the British courts and the right to interrogate and discredit witnesses. The right ofthe court needs to be balanced against the rights ofthe child. There are examples ofabused children finding court proceedings worse than the original abuse, and some children have become terrified-crying, screaming, and running from the court.
Legislation to allow recorded evidence from children would not only be kind and considerate it would also be efficient and effective-because their testimony could then be more reliable.
RoY MEADOW and over the past three years in Glasgow (population about 800 000) there have been 24 deaths from penetrating cardiac injuries where the victims failed to reach hospital (J C Clark, personal communication). The total number of penetrating chest injuries in the east end of Glasgow rose by 24% in 1978-83, with a simultaneous increase in the use of knives in serious crimes of violence from 16% to 23%.4 Patients with penetrating chest wounds can be conveniently classified into three groups.5 Almost 80% are in group 1 with a penetrating wound that is unlikely by site or direction to be associated with cardiac injury and no evidence of shock. In this group observation and chest drainage where indicated are invariably successful, and mortality should be zero.6 About 5% of patients with penetrating chest wounds are in group 3 and are "apparently dead," with a highly suspicious penetrating chest wound and no recordable blood pressure. The pupils may be dilated, but the body is still warm with persisting feeble efforts at respiration. These patients require immediate anterolateral thoracotomy to relieve tamponade, rapid replacement of fluids, and internal cardiac massage. Up to 70% may be resuscitated, and up to 30% will make a complete recovery.7
The remaining 15% ofpatients in group 2 have a suspicious chest wound, usually overlying the cardiac silhouette, and are often hypotensive but respond to fluid replacement. They are not obvious candidates for immediate thoracotomy; the difficulty in managing these patients lies in identifying the 50% or so who deteriorate after initial resuscitation, occasionally dramatically, either because of further haemorrhage, tamponade, or both. If a penetrating wound overlies the cardiac silhouette there is a 60% chance that the heart has been injured8; and, although Beck's triad of low blood pressure, raised central venous pressure, and muffled cardiac sounds9 is present in 80% of patients with tamponade,"' only 10% have clinical evidence of pulsus paradoxus."0 Group 2 patients therefore need immediate central venous and peripheral arterial pressure monitoring and should be looked after in an area where anterolateral thoracotomy can be performed at the first sign of haemodynamic deterioration. Two dimensional echocardiography may be useful for detecting cardiac tamponade."l Group 2 patients who fail to respond to transfusion, have evidence of continuing blood loss (more than 200 ml an hour for four consecutive hours),.2 or echocardiographic evidence of blood within the pericardial cavity require a thoracotomy. Anterolateral thoracotomy on the side of penetration usually gives adequate access and can be easily extended across the midline if necessary; a median sternotomy also provides excellent exposure.
Pericardiocentesis is of no use in patients with penetrating cardiac injuries: any patient in whom this is considered requires a thoracotomy. False negative results with pericardiocentesis occur in up to 80% of cases of cardiac tamponade, either because the pericardial cavity is missed or because blood clot cannot be aspirated. 13 Conversely tamponade may be erroneously suggested by blood aspirated from a normal ventricle. Pericardiocentesis may also be dangerous as it may induce arrhythmias or damage the coronary arteries. '4
Clear guidelines are essential in this condition, which is becoming commoner and may demand immediate surgery. If all patients with penetrating chest wounds are given an operation the rate of negative thoracotomy, even when cardiac injury is suspected, may be as high as 40%.'5 Using the criteria we have described, we have had to perform thoracotomies on fewer than 10% of over 500 patients with
